INTRODUCTION
============

The effectiveness of the pharmacological treatment is closely related to the availability of the medication to the user, in an accessible way, as well as to the acceptance and commitment of the individual regarding treatment and rational use^[a](#fna){ref-type="fn"}^.

In Brazil, the availability of medications in the Unified Health System (SUS) is organized into blocks of pharmaceutical funding, being the Specialized Component of Pharmaceutical Services (CEAF) the one dedicated to the acquisition and distribution of high-cost medications, which are established in Clinical Protocols and Therapeutic Guidelines (PCDT) and used at the outpatient level in the treatment of chronic and rare diseases. This block allocation defines those responsible for the funding in an attempt to ensure the regular provision of these medications to users^[b](#fnb){ref-type="fn"},[c](#fnc){ref-type="fn"}^. Nonetheless, studies have shown that access to medication of continuous use, especially free of charge, is still limited: while access to all treatment covers approximately 85% of users, free access reach a little over half of them[@B12] ^,^ [@B13].

Regarding the individual, studies have identified that adherence to essential medication ranges from 15.6% to 76.8%[@B5] ^,^ [@B7] ^,^ [@B8], but the way in which the users of the CEAF use their medications, or the adherence to treatment, is still unknown. Adherence is defined by the World Health Organization as the degree to which the behavior of a person, represented by taking medication, following a diet, or changing the lifestyle, is in accordance with the recommendations of a health care professional.

In this sense, the regular access to medication and adherence of the individual to recommendations are essential for the rational use of medications, especially those of high cost -- such as the medications of the CEAF. The objective of this study was to investigate the prevalence of the adherence to the medications of the Specialized Component of Pharmaceutical Services and its association with regular access in users of these medications.

METHODS
=======

A cross-sectional study was carried out with adults aged 20 years and over, who are users of the CEAF of the municipality of São Leopoldo, State of Rio Grande do Sul, Brazil, located 31.4 km from the capital, Porto Alegre. The municipality has approximately 227,000 inhabitants^[d](#fnd){ref-type="fn"}^ and a structure of public pharmaceutical services that includes two medication-dispensing units. One of them, the Central Public Pharmacy, is located in the City Center and it dispenses the medications of the CEAF, which are the subject of this study, in addition to the Basic Component of Pharmaceutical Services (CBAF) and the Strategic Component of Pharmaceutical Services (CESAF).

In 2014, the CEAF of this municipality had approximately 1,100 individuals registered, with deferred or ongoing reevaluation treatment status and with administrative referral processes, being approximately 2/3 of the services destined for the user him or herself, while the remainder were for the guardians.

In this study, we included users registered at the CEAF for at least three months, with deferred or ongoing reevaluation treatment status at the time of the interview, and those who receive medication administratively. Individuals with cognitive impairment or incapacitated to answer the questionnaire were excluded.

The sample size was calculated to contemplate the study of prevalence of adherence to the medications of the CEAF and associated factors using the program EpiInfo 7.14.0. We used the prevalence of adherence of 40%, margin of error of 5.0 percentage points, and 95% confidence level. For the study of associations, we considered statistical power of 80% with frequencies of exposure between 15% and 75%, prevalence in the non-exposed of 32%, prevalence ratio of 1.5, 95% confidence level, and addition of 10% for losses or refusals and 15% for confounding control, amounting to 412 individuals to be interviewed.

The fieldwork was developed by us. The sampling process was carried out consecutively, including users who accessed the service of the CEAF between December 12, 2014 and March 17, 2015 and those who met the inclusion criteria. After clarifying the nature of the study and signing the informed consent, the interview was conducted using a standardized questionnaire, pre-tested in a pilot study. A judicious instruction manual was used to standardize the interviews. The user was interviewed only once, even if he or she returned to the service during the investigation period. In case of refusal, the users were invited again at each return to the pharmacy during the course of the study.

The socio-demographic variables evaluated were sex (male, female), age (20--39, 40--59, 60 or more), observed race (white, non-white), marital status (married or with partner, single or without partner), education level in years (0--4, 5--8, ≥ 9), monthly family income in national minimum wages (\< 2, 2--3, \> 3--4, \> 4), and health insurance (yes, no). As behavioral variables, we investigated smoking (non-smoker, former smoker, smoker), alcohol consumption (no consumption, less than once a week, one or more times a week), and the practice of physical activity (practice of some physical activity for at least 150 min a week, no practice^[e](#fne){ref-type="fn"}^. As nutritional variables, we evaluated the consumption of vegetables (\< 5 times a week, ≥ 5 times a week) and fruits (\< 5 times a week, ≥ 5 times a week), as well as the nutritional status according to body mass index (BMI = weight, in kilograms/square of height, in meters), classified into eutrophic (BMI \< 25 kg/m[@B2]), overweight (BMI ≥ 25 kg/m^2^ and \< 30 kg/m^2^), and obese (BMI ≥ 30 kg/m^2^)^[f](#fnf){ref-type="fn"}^. To calculate BMI, we used the weight and height data reported by the users. The health characteristics investigated were self-perceived health (excellent or very good, good, fair, poor) and the number of morbidities referred by medical diagnosis (hypertension, diabetes, hypercholesterolemia, circulatory or vascular problem, osteoporosis, bronchitis or asthma, rheumatic diseases, arthritis or osteoarthritis, depression, heart problem, cancer, kidney problem, others, which were grouped into 1--2, 3--4, 5--6, and ≥ 7), in addition to the total number of medications that the user referred to use in a continuous way by medical indication, categorized into 1--3, 4--6, ≥ 7.

We also investigated the number of medications specific from the CEAF (1, ≥ 2), the type of morbidity for which they were prescribed (asthma, arthritis, transplanted organs and tissues, disorders of lipoprotein metabolism, viral hepatitis, chronic renal failure, others), and regular access in the last three months. Regular access was measured for each medication present in the monthly withdrawal receipt of the CEAF by asking: "In the past three months have you ever not get \<medication\> because the unit did not have it?" with the alternatives: never, once, twice or more. For those who did not get the medication at least once, we investigated how the user proceeded, asking: "And what did you do?" whose options were: did not use, used less, bought, had at home, received from donation. To measure the prevalence of access to treatment, the total number of users was used as the denominator. Regular access to CEAF medication was defined as getting all medications in the last three months, regardless of how it was obtained, by paying or from the CEAF. The alternatives of not getting (did not use, used less) and partially getting (part paid and part that did not use or used less; part received and part that did not use or used less, part that had at home and part that did not use or used less, part received from donation and part that did not use or used less) were defined as non-regular access, since the individual did not have access to all the treatment prescribed in the period investigated. Thus, regular access to the medication of the CEAF in the last three months was analyzed in three categories: no regular access, free regular access (when all medicines were provided by the Health System), and paid regular access (when all medicines were obtained out-of-pocket).

The outcome of this study was adherence to the medication of the CEAF used in the last seven days, measured by the Brief Medication Questionnaire (BMQ), in the validated version for Portuguese[@B2]. This instrument has three domains with questions that identify barriers to adherence in relation to regimen, beliefs, and recall regarding pharmacological treatment, classifying adherence according to a score from the number of positive responses: high adherence (no positive response), likely high adherence (1), probable low adherence (2), and low adherence (3 or more) in any domain. In the original BMQ[@B16], a score of ≥ 1 was used indicating potential non-adherence in the regimen domain and positive tracing for the barriers of belief and recall. For the analysis of the data of this study, the categories probable adherence, probable low adherence, and low adherence were grouped together, being considered as adherent only the individuals that did not have barriers to adherence, that is, no positive response in the evaluated domains.

Some considerations should be made regarding the original BMQ. This instrument was developed to evaluate adherence to oral medications; however, CEAF includes medications with other pharmaceutical forms, such as injectable ones. In this study, individuals who used injectable medications during hemodialysis were considered as adherents for these medications in the regimen domain, because they received medical follow-up during this procedure. Other injectable medications dispensed by the Component, but that individuals do not receive medical follow-up during use, were classified according to the reported responses.

The data, such as medication name and dosage, used as a reference source for the judgment of the responses of users and subsequent classification of the degree of adherence by the BMQ, were those present in the monthly withdrawal receipt or in the medical prescription. This information was transcribed to the questionnaire at the beginning of the interview.

The questionnaires were reviewed and coded shortly after the interviews. Data typing was performed in the program EpiData (EpiData Association, Odense, Denmark), with double typing for error correction and automatic inconsistency checking, and the analysis was done in the statistical program Stata 11.2 (Stata Corp., College Station, United States).

The descriptive analysis characterized users according to the socio-demographic, behavioral, nutritional, anthropometric, health, and medication use variables. The questions addressed in the domains of the BMQ were analyzed individually, and the prevalence of barriers was described. The prevalence of adherence, according to each domain, was analyzed by the chi-square test for heterogeneity of proportions for the categorical variables and the chi-square test of linear trend for the ordinal variables, adopting a significance level of 5%.

To investigate the association between regular access and adherence to the medications of the CEAF, we used Poisson regression with robust variance using different analysis models. In Model 1, we evaluated the effect of the variable regular access on unadjusted adhesion. The possible confounding factors were part of the analysis of the other models. Variables associated with exposure and outcome with p ≤ 0.20 were considered as confounding factors.

This research was approved by the Research Ethics Committee of the Universidade do Vale do Rio dos Sinos (CEP 14/150). The participants signed the informed consent. Confidentiality was ensure regarding identity and information, the right not to participate, not to answer to a question, or to suspend participation at any time, ensuring the ethical aspects.

RESULTS
=======

We interviewed 414 users of medications of the CEAF among those eligible in the study period. Refusals amounted to less than 3%, and almost all losses because of the waiting time for the interview were recovered in subsequent months. The sample allowed us to estimate prevalence of adherence of 28%, with a margin of error of ± 4.5 percentage points, and to detect prevalence ratios of 1.49 or greater, with statistical power of 80% and 95% confidence level.

[Table 1](#t1){ref-type="table"} shows that most users were female (60.9%), married or with partner (65.0%), had a mean age of 55 years (standard deviation \[SD\] = 13), and 7.3 years of study (SD = 4.1). Approximately 40% of the interviewees had a family income of less than two minimum wages and 63.8% had no health insurance. Half of the individuals never smoked (52.7%), 76.1% did not consume alcohol, and 77.5% were insufficiently active. Regarding the consumption of vegetables and fruits, 72% reported frequent consumption and approximately 2/3 were overweight or obese.

Table 1Characteristics of users of medications of the Specialized Component of Pharmaceutical Services (CEAF). São Leopoldo, State of Rio Grande do Sul, Brazil, 2015. (n = 414)Variable[^a^](#fna){ref-type="fn"}n%SociodemographicSex  Male16239.0Female25260.9Age (years)  20--395914.340--5919246.4≥ 6016339.4Race  White33881.6Non-white7618.4Marital status  Married/With partner26965.0Single/Without partner14535.0Education level (years of schooling)  0--410725.95--817542.3≥ 913231.9Family income (monthly)^b^  \< 2 MW16038.72 to 3 MW11427.5\> 3 to 4 MW5814.0\> 4 MW8219.8Health insurance  No26463.8Yes15036.2BehavioralSmoking habit  Non-smoker21852.7Former smoker15337.0Smoker4310.4Alcohol consumption  No31576.1\< once/week6716.2≥ once/week327.7Physical activity^c^  Active9322.5Insufficiently active32177.5NutritionalConsumption of vegetables  \< 5 times/week11127.7≥ 5 times/week29072.3Consumption of fruits  \< 5 times/week10927.2≥ 5 times/week29272.8AnthropometricNutritional status  Eutrophic14937.7Overweight15639.5Obesity9022.8HealthSelf-perception of health  Excellent/Very good307.3Good14735.5Regular17843.0Poor5914.3Number of morbidities  1--28520.53--414535.05--611527.8≥ 76916.7Characteristics of the use of medicationsNumber of medications of continuous use  1--314334.84--614735.8≥ 712129.4Number of medications of the CEAF  128268.1≥ 213231.9Regular access to the medications of the CEAF (last 3 months)  No10625.7Free access19046.1Paid access11628.2[^3][^4][^5]

More than half (57.3%) of the respondents evaluated their health as regular or poor, 44.5% reported more than four morbidities, and 65.2% used four or more medications of continuous use. Furthermore, 68.1% used only one medication of the CEAF and less than half (46.1%) had regular access to these medications using the Component in the last three months ([Table 1](#t1){ref-type="table"}).

We also observed that 414 users used 577 medications of the CEAF, most of which were antineoplastic and immunomodulatory (40.2%), represented mainly by immunosuppressants (37.1%). The ones for the respiratory system were 16.5% and those for the alimentary tract or metabolism were 9.4%, which are represented by antidiarrheals, antiinflammatory agents, intestinal antiinfectives (5.6%), and vitamins (3.8%) (data not shown in the table).

Regarding adherence to the treatment with medications of the CEAF used during the last seven days, 28.3% of the users were classified as adherent (no positive response), 38.9% as likely adherent (one positive response), 23.2% as probable low adherent (two positive responses), and 9.7% as low adherent (three or more positive responses) (data not presented in the table).

Among the questions addressed by the BMQ, we can highlight as the main barriers to adherence, in the regimen domain, the reports of failure of days or doses (8.5%) and interruption in the therapy (7.0%). In the domain that evaluated the beliefs of the individuals, 20.1% of the respondents named the medications that bothered them. In the recall domain, 52.7% received a multi-dose regimen and 16% reported having difficulty remembering to take their medications ([Table 2](#t2){ref-type="table"}).

Table 2Frequency of positive responses to the questions addressed in the domains of the Brief Medication Questionnaire (BMQ). São Leopoldo, State of Rio Grande do Sul, Brazil, 2015. (n = 414)Questions of the BMQ%Regimen Domain16.7\*Reported interruption in therapy7.0Reported missing days or doses8.5Reduced or omitted any dose5.1Reported taking an extra dose or medication3.6Reported that he or she did not know the dosage of a medication0.2Refused to answer a question0.2Belief Domain21.5\*Reported that some of the medications \"do not work well\" or \"do not know\"4.6Named the medications that bother him or her20.1Recall Domain61.1\*Receives a scheme of multiple doses of medications (2 times or more/day)52.7Reported having difficulty remembering to take the medication16.0[^6]

In the evaluation of adherence according to the characteristics investigated, significantly higher prevalence of adherence was identified in single users (31.6%), with higher education (31.8%), higher income (39%), health insurance (36%), who regularly consumed vegetables (31.4%), used a single medication of the CEAF (32.3%), and had regular free access to all medications of the CEAF in the last three months (33.2%). Similar results of higher magnitude were observed in relation to the recall domain, in which higher prevalence was also observed in individuals with lower morbidity and lower number of medication of continuous use and of the CEAF. For the regimen and belief domains, regular access to the medications of the CEAF was associated with higher prevalence of adherence (p \< 0.005) ([Table 3](#t3){ref-type="table"}).

Table 3Prevalence of users adheringa to the medications of the Specialized Component of Pharmaceutical Services (CEAF) for each domain of the Brief Medication Questionnaire (BMQ), according to the characteristics investigated. São Leopoldo, State of Rio Grande do Sul, Brazil, 2015. (n = 414)VariableAdherenceBMQRegimen DomainBelief DomainRecall Domain%95%CI%95%CI%95%CI%95%CITotal28.323.9--32.683.379.7--86.978.574.5--82.538.934.2--43.6Sex 0.066 0.280 0.348 0.535Male33.326.0--40.785.880.4--91.280.974.7--87.040.733.1--48.4Female25.019.6--30.481.876.9--86.577.071.8--82.237.731.7--43.7Age (years) 0.923^b^ 0.074^b^ 0.104^b^ 0.614^b^20--3925.414.0--36.974.663.1--86.078.067.1--88.937.324.6--50.040--5929.723.2--36.283.978.6--89.174.067.7--80.241.734.6--48.7≥ 6027.620.7--34.585.980.5--91.384.178.4--89.736.228.7--43.7Race 0.485 0.650 0.838 0.088White29.024.1--33.983.779.8--87.778.774.3--83.140.835.6--46.1Non-white25.015.0--35.081.672.7--90.577.668.0--87.230.319.7--40.8Marital status 0.040 0.963 0.769 0.076Married/With partner22.115.2--28.983.577.3--89.679.372.6--86.033.125.4--40.9Single/Without partner31.626.0--37.283.378.8--87.878.173.1--83.042.036.1--47.9Education level (years of schooling) 0.045^b^ 0.885^b^ 0.296^b^ 0.000^b^0--419.612.0--27.383.276.0--90.482.274.9--89.625.216.9--33.65--830.923.9--37.884.078.5--89.577.771.5--83.939.432.1--46.7≥ 931.823.8--39.982.676.0--89.176.569.2--83.849.240.6--57.9Family income monthly 0.050^b^ 0.464^b^ 0.624^b^ 0.001^b^\< 2 MW25.618.8--32.581.975.8--87.980.674.4--86.831.924.6--39.22 to 3 MW25.417.3--33.682.575.4--89.575.467.4--83.536.827.9--45.8\> 3 to 4 MW25.914.2--37.587.979.3--96.681.070.6--91.439.726.7--52.6\> 4 MW39.028.2--49.884.276.1--92.276.867.5--86.254.943.9--65.9Health insurance 0.008 0.784 0.662 0.000No23.918.7--29.083.078.4--87.579.274.2--84.130.725.1--36.3Yes36.028.2--43.884.078.1--90.077.370.6--84.153.345.3--61.4Smoking habit 0.863 0.617 0.627 0.252Non-smoker29.423.3--35.581.776.5--86.877.174.8--82.742.736.0--49.3Former smoker26.819.7--33.985.079.2--90.781.174.8--87.334.627.0--42.3Smoker27.913.9--41.986.175.3--96.876.763.6--89.934.920.0--49.7Alcohol consumption 0.270 0.597 0.408 0.040No27.322.4--32.284.180.0--88.278.173.5--82.735.630.2--40.9\< once/week26.916.0--37.879.169.1--89.176.165.6--86.647.835.5--60.0≥ once/week40.622.6--58.684.471.1--97.787.575.4--99.653.134.8--71.4Physical activity 0.737 0.269 0.391 0.314Active26.917.7--36.187.180.2--94.081.773.7--89.734.424.6--44.2Insufficiently active28.723.7--33.682.278.0--86.477.673.0--82.240.234.8--45.6Consumption of vegetables 0.034 0.664 0.429 0.023\< 5 times/week20.713.1--28.482.074.7--89.275.767.6--83.829.721.1--38.4≥ 5 times/week31.426.0--36.883.879.5--88.179.374.6--84.042.136.4--47.8Consumption of fruits 0.212 0.949 0.924 0.509\< 5 times/week33.024.1--42.083.576.4--90.678.070.1--85.941.331.9--50.7≥ 5 times/week26.721.6--31.883.278.9--87.578.473.7--83.237.732.1--43.3Nutritional status 0.316^b^ 0.937^b^ 0.239^b^ 0.239^b^Eutrophic24.817.8--31.983.277.2--89.381.274.9--87.632.925.3--40.5Overweight31.424.0--38.884.678.9--90.380.173.8--86.543.635.7--51.5Obesity30.020.3--39.783.375.5--91.274.465.3--83.638.928.6--49.2Self-perception of health 0.181 0.892 0.099 0.232Excellent/Very good36.718.4--55.080.064.8--95.283.369.2--97.550.031.0--69.0Good32.024.3--39.685.079.2--90.983.076.8--89.142.934.8--51.0Regular27.020.4--33.582.677.0--88.277.571.3--83.736.028.8--43.1Poor18.68.4--28.983.173.2--92.967.855.5--80.132.219.9--44.5Number of morbidities 0.089^b^ 0.899^b^ 0.152^b^ 0.018^b^1--231.821.7--41.982.474.1--90.680.071.3--88.745.935.1--56.73--431.023.4--38.783.577.3--89.681.475.0--87.840.031.9--48.15--627.018.7--35.285.278.6--91.878.370.6--85.940.931.7--50.0≥ 720.310.6--30.081.271.7--90.671.060.0--82.024.614.2--35.1Number of medications of continuous use0.078^b^ 0.270^b^ 0.792^b^ 0.037^b^1--331.514.1--28.986.080.3--91.879.072.3--85.842.033.8--50.14--629.922.4--37.482.376.1--88.678.271.5--85.043.535.4--51.6≥ 721.523.8--39.281.073.9--88.177.770.2--85.228.920.7--37.1Number of medications of the CEAF 0.008 0.571 0.013 0.000132.326.8--37.882.678.2--87.181.977.4--86.445.039.2--50.9≥ 219.712.8--26.684.978.7--91.071.263.4--79.025.818.2--33.3Regular access to CEAF medication (last 3 months)0.049 0.000 0.002 0.028No19.812.1--27.569.860.9--78.779.371.4--87.133.023.9--42.1Free access33.226.4--39.991.687.6--95.671.665.1--78.145.838.6--52.9Paid access27.619.3--35.882.875.8--89.788.883.0--94.632.824.1--41.4[^7][^8]

Regarding the type of morbidity that resulted in the use of the medications of the CEAF, the most frequent were: asthma (22.3%), arthritis (14.0%), transplanted organs and tissues (12.4%), metabolic disorders of lipoproteins (9.2%), viral hepatitis (8.5%), and chronic renal failure (6.8%). Individuals with asthma and transplanted organs and tissues had the lowest prevalence of adherence (5.4% and 7.8%, respectively), while those with chronic renal failure were the most adherent to treatment (60.7%). The barriers to adherence (at least one positive response) are described in the [Figure](#f01){ref-type="fig"}. Regarding asthma, the main barriers to adherence are in the regimen (25%) and recall (94.6%) domains. Belief was the domain that presented the greatest barrier to adherence to medication for viral hepatitis (37.1%) and arthritis (31%), whereas individuals who underwent organ transplantation reported greater barriers to adherence in the recall domain (88.2%).

FigurePrevalence of barriers to adherence according to the domains of the Brief Medication Questionnaire (BMQ) for the most prevalent morbidities among users of medications of the Specialized Component of Pharmaceutical Services (CEAF).

[Table 4](#t4){ref-type="table"} shows the association between free regular access and adherence to the medications of the CEAF used in the last seven days, both in the crude analysis (PR = 1.67; 95%CI 1.08--2.58) and in the models adjusted for potential confounding factors. After controlling for the number of the medications of the CEAF (Model 2) and for the number of medications of continuous use (Model 3), the prevalence ratios for adherence was 1.58 (95%CI 1.03--2.44) and 1.60 (95%CI 1.04--2.48), respectively.

Table 4Association between adherence to treatment and regular access to the medications of the Specialized Component of Pharmaceutical Services (CEAF) according to the various adjustment models.Variable\*Model 1Model 2Model 3PR (95%CI)PR (95%CI)PR (95%CI)Regular access to medications of the CEAF (last 3 months)No1.001.001.00Free access1.67 (1.08--2.58)1.58 (1.03--2.44)1.60 (1.04--2.48)Paid access1.39 (0.86--2.26)1.20 (0.74--1.95)1.32 (0.81--2.13)Number of medications of the CEAF   1 1.61 (1.10--2.37) ≥ 2 1.00 Number of medications of continuous use   1--3  1.49 (0.98--2.27)4--6  1.39 (0.91--2.13)≥ 7  1.00[^9][^10]

DISCUSSION
==========

The study found low prevalence of adherence to medications of the CEAF by the users, being it proportionally lower in the recall domain. Regular access was associated with adherence to medications used in the last seven days, even after adjusting for number of medications, with users being 60% more likely to adhere to treatment if they received the drug free of charge from the CEAF in the three months prior to the interview.

The low prevalence of adherence to the pharmacological therapy identified in this study is consistent with the literature, which indicates that 28.1% to 88.2%[@B1] ^,^ [@B4] ^,^ [@B6] ^,^ [@B10] of users adhere to treatment. However, this comparability should be made carefully, since the studies mentioned have used different methodologies, populations, and morbidities, as well as different instruments for the evaluation and categorization of the outcome, which may explain the large range in the prevalence of adherence. The result found can be explained by the high proportion of individuals who reported recall barriers, which has also been found in hypertensive patients using the same instrument[@B2] ^,^ [@B16] ^,^ [@B17]. In this study, hypertensive individuals corresponded to 54.0% of the sample, justifying, in part, the similarity in the findings. Another relevant aspect is the complexity of the treatment, which can be a limiting factor for adherence. As an example, we highlight the pharmacological therapy indicated for transplanted users, 88% of whom presented barriers in this domain. However, simplifying the regimen does not only mean reducing the number of medications or the frequency of daily doses, but it also requires a shared management of the care between the health professional and the user, with the adoption of strategies aimed at the individual needs that promote the rational use of medication[@B14] ^,^ [@B16].

In relation to the other domains, belief and regimen, the prevalence of barriers found are in accordance with the original validation study of the BMQ[@B16], in which the belief domain was the second most prevalent for barriers; however, it presented an inverse order when compared to other Brazilian studies performed with hypertensive patients[@B2] ^,^ [@B17]. These differences in relation to this study can be explained by the proportion of individuals who regularly undergo hemodialysis, when the medication of the CEAF is applied. Thus, these individuals tend to adhere more in this domain because of the need to perform hemodialysis, considering that non-adherence is more likely to occur in situations when the users administer themselves the medication. We highlight that users with chronic renal failure were those with the highest prevalence of adherence.

Analyzing the factors associated with adherence, we observed that, in the crude analysis, individual characteristics such as better socioeconomic conditions and better education level were factors associated with adherence; however, only the characteristics of drug use remained associated after adjustment. The results found are in line with other Brazilian studies[@B14] ^,^ [@B15] ^,^ [@B17].

In this study, users who regularly received medications from the CEAF presented a 60% higher probability of adherence in the last week when compared to users whose access to the medication or pharmacological treatment was interrupted or underutilized in the period of three months. The association between regular access and adherence to the medications of the CEAF has not been evaluated in the available pharmacoepidemiological studies. However, the prevalence of free access found was similar to the findings of Boing et al.[@B3], who have identified a prevalence of 45.3% of access to all medications from the SUS when prescribed in the system itself. It is well known that access to medication is a major obstacle to adherence, and free availability, by the public system, is the main current barrier faced by users. In countries such as Brazil, where there are large numbers of low-income families, this factor becomes an aggravating factor for the continuity of the pharmacological treatment[@B9]. In this study, the recall period used for adherence was the last week, and for access, the last three months. Thus, it is plausible to think that regularity in the free access to the medications of the CEAF has an impact on the behavior of users, contributing to their commitment with treatment and self-care. In addition, for individuals with paid regular access, no association was found between access and adherence.

Because of the cross-sectional design, the association between regular access and adherence to pharmacological therapy, even when using distinct recall periods, may have been affected by reverse causality, since exposure and outcome were measured at the same time. Thus, longitudinal studies are important to elucidate the associations described herein. Another limitation of the study refers to the use of self-report to measure adherence to pharmacological treatment, being subject to recall bias. Furthermore, the sample of this study consists of users of the CEAF who get their medication, allowing the generalization of the results for this population. We highlight that the users of medications of the CEAF have a lower average age, higher education level, and use more medications daily when compared to the users of the Basic Component of Pharmaceutical Services[@B11].

Despite these limitations, this is the first study to evaluate adherence to the medications of the CEAF and associated factors, as well as the regularity of access in a three-month period. The results found reinforce the low prevalence of adherence to pharmacological therapy and they identify its relation with free regular access. By knowing the monthly amount of each medication to supply the treatment of users of this Component, it is surprising that more than half face irregular access, evidencing a significant limitation of the drug policies in Brazil. The creation of the CEAF was motivated by the need to expand free access to high-cost medications^[g](#fng){ref-type="fn"}^; however, in the case of users with lower purchasing power, the lack of regularity in the access may compromise family income[@B13], lead to underutilization of the medication, or even lead to a total interruption of the use[@B12].

It is a fact that public investments in health, especially those related to high-cost medications, have been growing in recent years[@B18]; however, in parallel, there is increasing demand, hindering availability to all users. Thus, an adequate CEAF programming is essential, as well as an effective pharmacotherapeutic follow-up of the users by the health teams to promote adherence to treatment.
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